We analyze the existence and persistence of moral hazard over time to test the assumption of pent-up demand. We consider the effects of supplemental health insurance provided by a private insurer when added to compulsory public insurance that is already supplemented by private insurance. Using original panel data from a French mutuelle, we study the influence of insurance on all of the dimensions of healthcare expenditures: (1) the probability of using health care, (2) the number of uses conditional on use, and (3) the per unit cost of care. To conduct this study, we control, to the extent possible, for endogeneity because of adverse selection using the characteristics of our panel data. Our study allows us to confirm a positive and significant effect of the extra complementary health insurance on healthcare consumption, primarily in terms of the probability of using care. More interestingly, our results show that these effects are principally transitory mainly for the probability of using dental care and optical care and depend on income. Finally, we show that individuals did not postpone health care before enrollment.
INTRODUCTION
Economic theory predicts that by reducing the price of health care at the point of use, increased health insurance coverage encourages individuals to increase their consumption of care, assuming that health care is an ordinary good. Because we cannot perfectly observe individuals' actions and/or type, moral hazard and/or adverse selection may arise. Numerous empirical studies have estimated the effect of health insurance on inpatient and/or outpatient healthcare consumption trying to control for endogeneity bias that may occur as a result of adverse selection. Newhouse JP, Rand Corporation, Insurance Experiment Group (1993) obtained price elasticity values of approximately À0.2 for inpatient and outpatient care. Other studies use instrumental variables (Albouy and Crepon, 2007 , Genier, 1998 , Ettner, 1997 or observe the exogenous change in copayments in healthcare plans (Cherkin et al., 1989 , Chiappori et al., 1998 . Regardless of the strategy used to control for adverse selection, the effect of health insurance on healthcare consumption is not consensual in European countries, where voluntary health insurance is primarily complementary or supplementary to public health insurance (PHI). For example, Schokkaert et al. (2010) and Bolhaar et al. (2008) analyzed the influence of complementary health insurance (CHI) on hospitalization and outpatient care in Belgium and Ireland, respectively, and did not observe significant effects (except in dental care). These results appear to be consistent with the results of plans (Garnero and Le Palud, 2013) , most French studies have analyzed moral hazard by focusing on whether subscribers benefit from a CHI contract.
In this paper, we study the content of the CHI contract effect by using an original dataset to analyze the existence and persistence of moral hazard over time. For the first time in the French health insurance context, we analyze the effects that an extra complementary health insurance (ECHI) contract provided by a private health insurer (mutuelle), in addition to the uniform and compulsory PHI and the basic complementary health insurance (BCHI) provided by this mutuelle, has on outpatient care utilization. While pent-up demand theory has mainly been measured in the USA after a change in the insurance coverage, we explore whether this is still relevant in the specific context of an extra complementary plan. By taking advantage of the introduction of ECHI, we study the short-term and long-term effects of an increase in health insurance coverage before and after enrollment using panel data.
To understand the manner in which healthcare expenditures are modified, we study the influence of an increase in insurance on all of the three dimensions of healthcare expenditures: (1) Do those insured by ECHI exhibit an increased probability of utilizing health care? (2) Do the ECHI insured increase their number of uses conditional on use? (3) Do the ECHI insured purchase more expensive care? To conduct this study, we control to the extent possible, for endogeneity because of adverse selection using the characteristics of our panel data.
Our study highlights a positive and significant effect of ECHI on healthcare consumption particularly on the probability of using care. More interestingly, our results demonstrate that these effects are transitory, particularly for the probability of using dental and optical care. In terms of the other two dimensions of consumption, number of uses, and cost per use, results vary depending on the type of care. To discuss the effects of ECHI overtime on healthcare consumption and in particular on the probability of using care in terms of moral hazard and or of access to previously unaffordable care, we compute our estimations of the effects of ECHI based on income level by roughly defining two subpopulations by median income. This paper is organized as follows. In the second section, we present the data and the context. In the extensive third section, we present the economic model and the different residual assumptions that must be defined to ensure that adverse selection is controlled to the extent possible. The fourth section presents the results. In the final section, we discuss the results and conclude.
DATA

Context of the dataset
The dataset originates from the administrative records of a nonprofit mutuelle that insures civil servants and their relatives. This mutuelle manages both PHI and CHI. Until July 2003, this mutuelle only offered one uniform and BCHI contract, to which all of the civil servant households in our dataset subscribed. Since July 2003, in addition to BCHI, a voluntary ECHI contract has been offered on a voluntary and individual basis 4 without a specific underwriting process.
We provide a description of reimbursements offered by PHI, BCHI, and ECHI in the table presented as Supporting Information. The additional coverage provided by ECHI mainly concerns physicians' extra fees and copayments for dental and optical care. 5 The ECHI plan was community-rated, and the premium was set at 11€ per individual per month (with no charge for additional children beyond two) and remained unchanged during our observation period. Subscribing to ECHI had no effect on the BCHI contract, including the premium.
During the six months preceding the ECHI offer, an informational campaign was launched to spread awareness among the BCHI insured. Beginning in July 2003, any BCHI beneficiary could subscribe individually to ECHI whenever and for the period of time they wished. In our dataset, all of the ECHI insureds retained this additional contract until the end of the observation period (end of 2005). 
Sample and dataset
We analyze a sample of both PHI and BCHI beneficiaries that includes 154 703 individuals, corresponding to 101 000 BCHI contracts, covering households whose sizes did not change over the period (our population had been extracted by the mutuelle to build a balanced panel).
We observe all individuals for 10 semesters, from January 2001 to December 2005. By the end of our observation period (5 semesters after ECHI implementation), 20% of our population subscribed to the ECHI plan; among them, 42% enrolled immediately (during the first semester), and these subscribers are labeled 'first enrollees'. The remaining 58% of enrollees, labeled 'late enrollees', subscribed to ECHI at a decreasing rate: 23% enrolled during the second semester (first semester of 2004), 13% enrolled during the second half of 2004, 11% enrolled during the first semester of 2005, and 10% enrolled during the last semester of 2005. No subscribers gave up their ECHI plan during the observation period.
The dataset includes many individual sociodemographic characteristics that are known to influence health insurance demand, such as age, gender, labor market status, residence, insured status, and a proxy for income that corresponds to the national index that is used to calculate civil servants' incomes.
7 These characteristics are known for December 2005, and we assume that they did not change from January 2001 (except for age). This assumption could be challenged with respect to income, but a study conducted by the French National Institute for Statistics revealed that the average annual increase in income for this category of civil servants was only approximately +0.9% between 2002 and 2006 (Amar and Gombault, 2009 ). The dataset also provides detailed information on individual outpatient healthcare expenses from 2001 to 2005, including the date of utilization, the type of care (physician care, dental care, prescription drugs, and optical care), 8 and the entire cost of care that was partly reimbursed by PHI, BCHI, and eventually by ECHI. Tables Ia and Ib present the sociodemographic characteristics and healthcare consumption of our sample. 
ECONOMIC MODEL AND METHODS
The assumptions of pent-up demand
The pent-up demand theory assumes that the effect of health insurance on health expenditures does not remain constant over time. Long et al. (1998) argued that an increase in insurance coverage may have two types of consequences: 'postponing behavior' prior to enrollment and 'catching-up behavior' immediately after enrollment. Postponing behavior immediately prior to subscribing to health insurance results from an economic tradeoff: anticipating a future increase in health insurance coverage, individuals temporarily postpone nonurgent treatments to benefit from higher reimbursements. This short-term postponing behavior reflects an intertemporal substitution of healthcare consumption to take advantage of lower prices. The long-term postponing behavior may also exist prior to the announcement of an increase in insurance and is associated with unaffordable care (unaffordable prior to subscription). Finally, these effects contribute to a catching-up behavior, which results in a sharp increase in health expenditures immediately after the issuance of the insurance coverage that decreases over time, ultimately leaving only the consumption of care that was previously considered unaffordable prior the enrollment and/or long-term moral hazard (Figure 1) .
In this paper, we examine the pent-up demand assumption to decompose the overall insurance effect over time into a short-term catching-up effect and a persistent change in healthcare expenditures. This persistent change can be explained by a long-term moral hazard and/or by access to previously unaffordable care. Because we are unable to perfectly distinguish between these two effects, we compute our estimations of the effects of ECHI based on income level. The assumption is that the poorest individuals have a lower willingness to pay for care and therefore are more likely to postpone medical uses. Our Reading grid: Terms into brackets correspond to ratio with people who never enrolled. For first enrollees, the healthcare expenditure reach 730€ on the period before enrolment and 970€ after enrolment. Compared with the probabilities of using outpatient care for people who never enrolled (on the same period), it is respectively higher by a factor 1.41 and 1.59. decomposition of the consumption of health care into three dimensions and the analysis by type of care help us to discuss these effects.
Empirical strategy
3.2.1. Control for adverse selection. To measure the extent of the ECHI effects over time, we need to consider adverse selection bias. We extend our examination beyond the difference in healthcare consumption between subscribers and nonsubscribers to evaluate the ECHI effect because subscribers may have particular characteristics that could explain a higher level of healthcare consumption. In addition to conventional controls, like a common time trend and observable variables that are known to influence the demand for healthcare and insurance subscription, we use the richness of our panel dataset to account for adverse selection:
• First, we control for unobservable characteristics that remain constant over time between subscribers and nonsubscribers (such as risk aversion and the constant part of an individual's health status) by introducing a dummy variable that indicates whether an individual subscribed to ECHI over the observation period.
• Second, we take into account the fact that individuals who subscribed to ECHI might have, before the subscription, a different trend in healthcare consumption than nonsubscribers. For example, their health status may have deteriorated and their healthcare consumption may have increased faster than that of nonsubscribers. Thus, to measure postponing and moral hazard, our strategy consists of focusing on the subscribers' dynamics of healthcare consumption before and after enrollment: postponing is evaluated by considering the difference between the semester before the announcement of the ECHI plan and the semester of announcement of the ECHI plan; the immediate effect of ECHI (at the subscription) is evaluated by considering the evolution of healthcare consumption based on the trend before the subscription and its evolution during the semester of the subscription; catching-up is evaluated by considering the difference between the immediate ECHI effect and the evolution of healthcare consumption after the subscription.
• Third, we attempt to isolate potential biases from ECHI subscription that could occur because of unobservable variables that vary over time. Indeed, differences observed between healthcare consumption before and after subscribing could be the result of a health shock that can lead an individual to subscribe to ECHI and to consume more health care. Considering the date of ECHI subscription, one can assume that individuals who immediately subscribed (in July 2003) already needed to subscribe to it at the time of the announcement (in January 2003). For these individuals, we can observe the period of potential postponing behavior (the semester before ECHI implementation), and we can control for adverse selection by taking into account their consumption before the announcement of ECHI. By contrast, for later enrollees, we cannot observe the real period of potential postponing behavior, and one can assume that their enrollment stems from health shocks that occurred after the implementation of ECHI (July 2003) . For these individuals, the effect of ECHI on healthcare consumption could be biased by adverse selection that we cannot control, and postponing seems to be less relevant because their care needs were not revealed at the announcement of the ECHI plan. Therefore, our strategy consists of studying the dynamics of healthcare consumption by distinguishing between the subscribers who enrolled in ECHI immediately (during the second semester of 2003) and those who enrolled later (between 2004 and 2005) .
Notation and estimation strategy.
To study precisely the effects of an increase in insurance coverage on healthcare consumption, healthcare consumption is divided into three dimensions:
Then, we tested for pent-up demand for outpatient care and for each type of care by studying the effects of ECHI using three models:
(1) the probability of using care: p(use is = 1), (2) the conditional number of uses of care conditional on use: E(nbuse is |use is = 1), (3) Let sem s be a time variable that captures the common trend of the temporal effect for subscribers and nonsubscribers.
Let ECHI i be a constant dummy variable over time that indicates whether individual i has subscribed to ECHI over the observation period.
For each ECHI subscriber, we define several dichotomous variables that correspond to the length of time before and after enrollment into ECHI, which individuals could subscribe to beginning in July 2003 (when s = 6). For instance, for an individual who subscribed in semester seven (s = 7), the length of enrollment will be three semesters at s = 9 (L 3 is ¼ 1), four semesters at s = 10 (L 4 is ¼ 1), and five semesters without (L
Because our strategy consists of studying the dynamics of healthcare consumption by distinguishing between subscribers who immediately enrolled in ECHI (during the second semester of 2003, first enrollees denoted by L 
vector of individual fixed variables (gender, number of individuals within the same BCHI contract, wages of the subscribers to BCHI, labor market status, 10 and family situation and location). For each model, (1), (2), and (3), we use random effect residuals that consider two levels of unobservable heterogeneity; the first refers only to individuals (v i ) and the second allows heterogeneity between individuals and semesters (ε is ).
Under all of these specifications, the three economic models are as follows:
Model (1) the probability of using care
Model (2) the number of uses conditional on use
Following all of these specifications, we assume that the vectors of residuals ν
3 is À Á are independent in pairs. For instance, the decision to use care and the expenditures for a specific use is assumed to be independent. Thus, the equations can be estimated separately in a three-part model.
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We use the GEE method to estimate three-part models: this semiparametric method consists of minimizing the square of the generalized residuals (Liang and Zeger, 1986) and requires minimal assumptions.
12 For (1) (the probability of using care), we assume that ν
is is normally distributed; for (2) and (3), we assume that f is exponential without making assumptions about ν 
Effects of ECHI
As explained previously, we focus on the results for first enrollees for whom we correctly control for adverse selection. The effects of ECHI on the dimensions of healthcare consumption (1), (2), and (3) are presented in Table II. 4.1.1. The probability of using care. First, we show that the probability of using at least one type of outpatient care increases continuously over the previous semesters (from five semesters before to one semester before). This invalidates the short-term postponing behavior assumption. To test the robustness of our results, we also run all of our models using quarterly data, and the results still do not confirm a 'short-term postponing behavior'.
14 Second, we observe that the marginal effects increase much more sharply from the time of the subscription to ECHI and thus that there is an acceleration in the increase of the probability. For instance, the probability of using at least one type of outpatient care between the third and the second semesters before the ECHI subscription increases significantly by 0.54 points (À0.8 + 1.34 = 0.54), by 0.8 points between the second and the first semesters before the ECHI subscription and by 1.8 points during the semester of subscription. Third, we show that the marginal effects of ECHI appear to decrease significantly with the length of enrollment but remain highly significant throughout the four semesters, supporting the catching-up behavior assumption: +1.8 points during the semester of enrollment to +1.2 points during the second semester, +1.1 points during the third semester, and +0.1 points during the fourth semester (Table II) . The probability of using at least one type of outpatient care during the fourth semester after ECHI subscription is no longer significantly different from the probability during the semester immediately prior to the subscription.
The analysis by type of care reveals that the magnitude and the persistence of the effects on the probability change significantly depending on the type of care. For physician care and drugs, there is no clear effect of ECHI. Even if the probability of consulting a physician is always higher after the subscription to ECHI than before, there is only a continuation of the previously observed trend (+0.88 points between the second and the first semester before the subscription and +0.90 points during the semester of subscription). The probability of using drugs follows a similar increasing trend before the subscription and tends to remain stable at a higher level after the subscription for three semesters, and finally, it significantly decreases at the end of our observation period (nonsignificantly different from the probability of using drugs directly before the subscription) (Figure 2) . By contrast, for dental and optical care for which ECHI provided important additional reimbursements, the effects are significantly higher during the first semester of enrollment and subsequently decrease from the second semester onward, which illustrating catching-up behavior. The probability of using dental care (optical care) increases by +4.27 points (+6.08 points) compared with the semester immediately prior to the subscription and then decreases by À1.54 points during the first semester immediately after subscription (À2.12 points) (Table II) .
The number of uses conditional on use.
The effect of ECHI on the number of uses of outpatient care conditional on use is positive, significant, and very high compared with the semester immediately prior to subscribing (+4.77% during the first semester), but it decreases significantly and very quickly during the second semester by 2.6% (4.77-2.22). There is no significant difference between the third and the second semesters.
With respect to the probability of using care, there is no clear effect of ECHI on the number of uses conditional on the use of physician care and drugs. Conversely, for dental and optical care, the impact of ECHI on the number of uses conditional on use is very high during the semester of subscription (+11.3% for dental care and +6.3 for optical care). The effect of ECHI on the optical care number of uses remains significantly higher than that observed prior to subscribing, whereas the effect on dental care is very transitory and appears to only last for two semesters. These findings illustrate the different patterns of consumption in the number of uses between optical care-a chronic need-and dental care (Figure 3) . Table II . Effects of ECHI on healthcare consumption according to the length of enrollment (1) Probability of using (2) Number of uses (3) Cost per use ME (points) Pr (ME = 0) Pr (ΔME = 0) ME (%) Pr (ME = 0) Pr (ΔME = 0) ME (%) Pr (ME = 0) Pr (ΔME = 0) ECHI significantly affects the cost per outpatient care treatment, particularly during the two first semesters (+10.8% and +8.2%), and the effect remains positive and significant over the three following semesters even if ECHI effect vanishes at the end of the observation period (Figure 4) . The effect of ECHI on the cost per use is primarily driven by its effects on dental and optical care. For dental care, ECHI significantly increases the cost per unit compared with the semester before subscription (+26.6% for the first semester and the second semester). This increase remains very high, although the cost seems to decrease at the very end of our observation period. Similarly, the cost per unit for optical care increases by nearly 12% after ECHI subscription, and this increase slows down by half after four semesters to reach +6% compared with the cost during the semester before ECHI subscription (Figure 4 ).
Effects of other covariates
The main covariate effects are as expected, and the table of these effects is provided in Table S3 in the Supporting Information. (1) Probability of using (2) Number of uses (3) Cost per use ME (points) Pr (ME = 0) Pr (ΔME = 0) ME (%) Pr (ME = 0) Pr (ΔME = 0) ME (%) Pr (ME = 0) Pr (ΔME = 0) 1 sem after 3.96 *** *** 5.41 *** ns 10.14 *** ns 2 sem after 1.98 *** *** 4.08 *** ns 9.88 *** ns 3 sem after 2.82 *** * 3.70 *** ns 9.68 *** ns 4 sem after 1.52 *** *** 3.26 ** ns 6.07 *** * (1) (2) and (3) (ref)
0.126 ***
Further analysis: the effects of ECHI based on income level
Beyond the measurement of the magnitude and persistence of the ECHI effects on healthcare consumption, it is important to better understand the nature of the effects (moral hazard and or access to previously unaffordable care) because their implications in terms of equity are different. The strong positive effect on the probability of using care observed immediately after subscription to ECHI among first enrollees (Section 4.1) is consistent with catching-up behavior. Thus, we reasonably assumed that a portion of subscribers consumed health care that they could not afford before enrollment. To investigate this hypothesis, we estimate the effects of ECHI depending on the level of income by adding an interaction variable between the ECHI dummy and the wage index bracket. This approach is based on the fact that low-income people have a lower willingness to pay for health care and thus should be more prone to have postponed such consumption. Because of the high concentration of our sample in two intermediate income brackets (Table Ia) , we consider two groups of quite similar size: the first group includes individuals whose income is lower than 1790€ per month (as close as possible to the median income) and the second group includes individuals with higher income. We compute the estimations of the ECHI effects based on income level for the probability of using care (1), 15 the model for which the pent-up demand assumption is particularly relevant. Table III presents the results for the two subpopulations.
We show that lower income is associated with both a higher effect of ECHI directly after enrolment (+1.26 points) and a more persistent effect during the following semesters. Focusing on the different types of care, we observe that the effect of ECHI on the probability of using physician care follows the same pattern. Similar tendencies are observed for drugs and dental care, but the gaps between the two subpopulations are relatively small and sometimes insignificant. In contrast, for optical care, the differences in the effect according to income are small and not significant, although the effect itself is very high for the two subpopulations.
Thus, our results suggest that ECHI has improved access to healthcare in particular to physician care for low-income individuals and that, in terms of dental and optical care, ECHI did not close the gap between low-and high-income individuals.
DISCUSSION
In this paper, we estimate the marginal effect of additional health insurance coverage on healthcare consumption. More interestingly, we examine the dynamics of moral hazard over a five-year period by analyzing the evolution of the consumption of outpatient care prior to and after enrollment and by separating healthcare consumption into three dimensions: the probability of using care, the number of uses conditional on use, and the cost per use. This decomposition allows us to finally understand what types of structural changes in care consumption are observed. The marginal effect of insurance is particularly relevant in France, where public insurance is universal but leaves copayments and where more than 90% of individuals have purchased a complementary health insurance contract in a very heterogeneous market.
Our paper presents several findings. First, we highlight that ECHI has an immediate and positive effect on the three dimensions of outpatient care consumption for nearly all types of care, the magnitude of which varies strongly depending on the type of care. Second, as in Long et al. (1998) , our results do not confirm the short-term postponing behavior assumption despite the ECHI's promotion campaign during the first semester of 2003. Third, our analyses indicate that although health insurance has a positive effect on outpatient consumption, this effect significantly decreases over time, thus supporting the catching-up behavior assumption (Long et al., 1998) . Table III. Comparison of ECHI effects on the probability of using between low and high and income
(1) Probability of using MElow (points) Pr (MElow = 0) MEhigh (points) Pr (MEhigh = 0) (ΔME = 0) Sign ΔME Reading Grid: 1/The first column presents the ME of ECHI compared with the consumption during the semester immediately preceding the ECHI subscription for low income (≤1790€), and the second column indicates the significance of the ME. 2/The third column presents the marginal effects (ME) of ECHI compared with the consumption during the semester immediately preceding the ECHI subscription for low income (>1790€), and the fourth column indicates the significance of the ME. 3/The fifth column named (ΔME = 0) indicates the gap estimated between the two populations estimated of the marginal effect of ECHI, and the last column presents the significance of the difference. ***Significant at the 0.1% level;**Significant at the 1% level;*Significant at the 5% level.
Note that the catching-up effect is particularly relevant for the probability of using optical and dental care. For these types of care, ECHI also strongly and positively influences the number of uses and the cost per use conditional on use. The magnitude of all of these effects reflects the high copayments that often remain after reimbursements from both public and complementary health insurance. For physician care, although ECHI has no impact on the probability of using care and the number of uses, the cost per use is significantly higher after subscription. This effect may be because of switching behavior: in benefiting from higher reimbursements for doctors' extra fees, individuals may have decided to consult specialists (who more often charge extra fees) rather than GPs.
Even if the catching-up effect has been emphasized for some types of care, we show that the level of consumption at the end of the period does not generally reach the level that would have resulted from the initial trend (the trend observed before subscription). Thus, once the catching-up behavior has been exhausted, the remaining effect should correspond to long-term access to new treatments and/or moral hazard. Indeed, the increase in insurance coverage may permit sustainable access to previously unaffordable health care that could be associated with long-term postponing behavior. Second, by modifying the relative prices of goods, the increase in insurance coverage may favor the consumption of more expensive care either to improve quality (assuming that the price per unit is a proxy of the quality of dental prostheses, for instance) or to fit preferences for more expensive goods (optical frames). The analysis of the ECHI effects depending on income reinforces the idea that in the medium term, our findings are associated more with access to care than with moral hazard. Indeed, low-income individuals appear to benefit much more from ECHI in terms of access to care than high-income individuals. In particular, for low-income individuals, ECHI leads to a sharp and rather persistent increase in the probability of using physician care, while the effect of ECHI on the probability for rich individuals is nonsignificant. Finally, the remaining effect could also be explained by the length of our observation period, which may be too short to observe the convergence of ECHI healthcare consumption on the consumption trend that began before subscription and to take into account the seasonality of some expenses.
Our research remains limited in some respects. Using the richness of our panel data and excluding late subscribers, we paid careful attention to controlling any bias associated with the ECHI effect caused by adverse selection. Indeed, for late enrollees, unobservable health shocks may have occurred, and we cannot rigorously define the length of the potential postponing period. However, it is also possible that they delayed their subscription for reasons that did not bias the ECHI effect.
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Otherwise some unobservable effects may have increased households' income despite the stability and predictability of civil servants' income; indeed, note that the proxy we use only concerns the civil servant in the household. By testing our models on individuals under 55 years old in 2005 only (that is, individuals who could not retire during the period of observation), we observe that the ECHI and income effects are very close to those obtained for the overall population.
Another limitation of our study concerns the observed population (i.e., civil servants and their relatives), which is not perfectly representative of the general population, primarily in terms of gender and age. However, these characteristics should not significantly affect the estimations and the trends in the results because there is no reason to believe that the observed population would exhibit a particular type of behavior in terms of healthcare consumption from ECHI enrollment. Moreover, our dataset does not allow us to identify individuals from the same household, which prevents us from examining subscriptions to ECHI plans at the household level, even though the decisions could be made jointly (adults with children and/or spouses). Computing regressions on the total sample including spouse and children in addition to policyholders may be debatable because of the intrahouseholds correlation and the decision process for subscribing to ECHI that could be different for children and for adults. We thus ran regression with policyholders only and found similar results.
Finally, we observe the effect of a shift from one specific health insurance plan to another over time, and we demonstrate that an increase in health insurance coverage has transitory positive and significant effects on access to some type of care, such as dental and optical care and physician care. To proceed further, future research could analyze the effect of any shift in insurance coverage to precisely estimate price elasticities per type of care. This study highlights the importance of considering the dynamics of the consumption of care over a sufficiently long period prior to and after any increase in health insurance coverage to assess the issue of moral hazard.
